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Synopsis ..................

A representative sample of 218 migrant farm
workers was randomly drawn in Wayne County,
NY, during the summer of 1982. Three distinct mi-
grant groups were identified: immigrants, recent

migrants, and long-term migrants. Medical utiliza-
tion patterns, including physician visits and use of
medical services in the community health center,
were compared among the three migrant groups.
The determinants of physician visits were examined
in a multiple regression model.

The focus was also placed on types of health
problems for which medical treatment had been
delayed, and the reasons for the delay were clearly
identified. Furthermore, this study examined mi-
grants’ subjective assessment of quality of health
care in the community.

The results of this study indicate that the provi-
sion of comprehensive health programs, removal of
structural barriers in the health delivery system,
and a program of migrant health education are the
necessary steps to alter the medical utilization be-
havior of migrant farm workers.

ALTHOUGH MIGRANT FARM WORKERS have at-
tracted considerable attention among researchers in
recent years, the subjects of health care and health
status as related to this group have not been sys-
tematically studied. In the Northeast, the large ma-
jority of previous studies of migrant workers have
focused primarily on migration streams and charac-
teristics of migrants (I-3). '

Studies of migrant health care in other regions
can generally be characterized into two types. The
first type tends to center around providers of health
services and comparisons of the relative quality,
coverage, and costs of medical services between
migrant clinics and private physicians ¢-7). The
second type focuses on the medical utilization pat-
terns of migrant farm workers (8—9). Some of these
studies are descriptive in nature, and their empirical
data have been based on nonrepresentative sam-
ples. Consequently, few multivariate models of
migrant medical utilization patterns have been con-
structed. Furthermore, the relative importance of
significant factors in relation to utilization behavior
has not been systematically ascertained.

Since little systematic analysis of migrant health
care has been undertaken, a brief review of general
health literature may provide a foundation for the
design of a multivariate study of the medical utiliza-
tion patterns of migrant farm workers. For the gen-
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eral population, three major approaches have been
followed to explain the complicated relationship be-
tween various determinants and the utilization of
health services. The first approach, a social-
psychological perspective, suggests that utilization
behavior is primarily a function of knowledge and
perceptions of vulnerability to disease, severity of a
health problem, perceived benefits, and barriers to
taking action. This approach uses social and behav-
ioral attributes to predict individual utilization be-
havior (10-15). Furthermore, the psychological and
cultural makeup of different racial and ethnic
groups is considered to have a major influence on
their use of health services (16-22).

The second approach, a resource and opportunity
perspective, claims that utilization behavior is
largely a result of the availability and accessibility
of health services. This approach emphasizes the
structural or contextual variables derived from or-
ganizational, economic, and ecological frameworks.
It attempts to establish functional relationships be-
tween ecological distance, economic costs, com-
munity resources, and the recipients of health ser-
vices (23-27). In support of this perspective, a few
studies specifically indicate that differences in utili-
zation behavior tend to disappear when access to
health services is substantially improved for disad-
vantaged groups (15,28-30).



The third approach takes a holistic perspective
that synthesizes the principal features of the other
two approaches. In this approach, utilization behav-
ior is a joint function of individual attributes and
organizational factors. The holistic perspective em-
phasizes that health care study should be conducted
with explicit concern for the economic, ecological,
and organizational contexts in which individual
utilization behavior takes place 3/-37).

Because of its comprehensiveness, the holistic
approach has been followed in this paper. The pa-
per’s major purpose is to determine the significant
factors affecting use or nonuse of health services
among migrant farm workers.

Data

This study is based on data obtained from the
New York Migrant Health Interview Survey con-
ducted in Wayne County, NY, in the summer of
1982. In order to obtain a representative sample of
migrant farm workers from which to collect health
statistics and related information, a special sam-
pling procedure was designed for this survey. The
first step was to compile a comprehensive list of
addresses for all migrant camps and other migrant
housing units in Wayne County. All units on the list
were stratified according to the size of maximum
capacity. The total number of migrants that could
be accommodated in each size category was known.
A representative sample of 218 migrants was ran-
domly drawn through a three-stage sampling proce-
dure from all size categories (the sample size was
determined by budget constraints). Special efforts
were made on October 21, 1982, to find out from
owners of migrant camps and other housing units
how many migrant workers were actually living in
the units. On the assumption that the sampled mi-
grants had characteristics similar to those of migrants
enumerated on October 21, the interviewed mi-
grants can be considered a representative sample of
total migrant workers in Wayne County on that day.
The detailed sampling procedure has been de-
scribed elsewhere (38).

During the 1982 migrant health survey, seven
Cornell undergraduate students were hired as inter-
viewers, and one graduate student as project coor-
dinator. All the interviewers had some survey ex-
perience through course work in field studies or in
research methods. They were also trained in special
sessions designed for the migrant project. The proj-
ect coordinator assigned sampled camps or housing
units to interviewers and supervised their daily
interview activities. Before the actual interviewing

began, the coordinator sent letters to local growers,
requesting permission for the interviewers to enter
farms and to interview randomly selected migrants.

The survey instrument contained 113 items, cov-
ering the migrant farm worker’s individual and fam-
ily characteristics, his or her health habits and at-
titudes, health status, utilization of health services,
home community characteristics, and the physical
environment of the current residence. Just before
the scheduled interview period, a preliminary test of
the questionnaire was conducted among 10 migrant
farm workers in the county, and appropriate revi-
sions were made.

Socioeconomic Characteristics

Wayne County is one of the leading areas of cen-
tral New York in the production of apples, peaches,
and other fruits. Harvesting and processing these
crops depend largely on the seasonal migration of
farm workers. Of the 218 migrant farm workers in
our sample, 167 were born in the United States. In
other words, 76.6 percent of the total sample were
native-born Americans. Of the remaining 51 re-
spondents, 44 percent reported that they were
naturalized American citizens. Only 29 were either
unnaturalized permanent residents of the United
States or illegal aliens.

Although all migrant farm workers usually engage
in similar farm work (harvesting fruits in the field or
processing fruits in the canning plant), they are not
a homogeneous social group. Previous studies have
found that black American migrant farm workers
differed from black immigrants in work conditions,
work attitude, work productivity, and mobility op-
portunities (1,39-41).

In our Wayne County survey, three distinct mi-
grant groups were identified. The first group con-
sisted of immigrants from Puerto Rico or from other
countries (mostly Haiti and Jamaica); the second
group, recent migrants, included native-born farm
workers who had made seasonal migrations to New
York State for less than 3 years; and the third
group, long-term migrants, was composed of those
native-born farm workers who had made a seasonal
migration to New York State for 3 or more years.
Table 1 shows the distribution of selected socioeco-
nomic characteristics for these three groups.

The data indicate that recent migrants were sig-
nificantly younger and had a higher educational
level than long-term migrants. The former group
had a higher proportion of single persons and had
worked a shorter period of time as migrant workers
than the latter group. In the immigrant group, more
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Table 1. Socioeconomic characteristics of migrant farm workers in Wayne County, NY, 1982

Recent Long-term

Characteristics Total Immigrants migrants migrants
Age:'

Meanyears..............c.iiiiiiiia.. e 34.79 33.97 28.75 38.56

Number of respondents ....................... 215 48 66 101
Education:2

Meanyears..........ccoiiiiiiiiiiiiii.. 9.46 7.60 11.32 9.29

Number of respondents ....................... 214 47 66 101
Number of years as farmworkers:3

Meanyears............ccoiiiiiiiiiiiiiii.. 13.17 8.02 6.91 19.10

Number ofrespondents ....................... 211 46 65 100
Number of years of farmwork for this employer:4

Meanyears.........ccooiiiiiiiiiiiiiii 4.68 2.55 1.94 7.24

Number of respondents ....................... 215 48 66 101
Weekly wages:®

Mean weeklywage ...............cc.oeuvinnn... $212.06 $248.02 $207.19 $191.42

Number of respondents ....................... 131 33 36 62
Sex:$

Percentmale ........... ... ... 76.6 92.09 66.99 74.54

percentfemale ................... ... ... 23.4 7.9 33.01 25.46

Number of respondents ....................... 217 51 60 106
Marital status:?

Percentsingle .................. ... L 39.16 31.18 63.30 29.49

Percentmarried .............. .. ..ol 37.25 48.05 15.27 44.36

Other ... 23.59 20.77 21.43 26.15

Number of respondents ....................... 217 51 60 106
Total household income in 1981:8

Percent earning $0-3,000 ..................... 31.43 23.35 42.00 29.08

Percent earning $3,001-6,000 ................. 34.31 33.48 36.00 33.72

Percent earning $6,001-9,000 ................. 21.58 27.00 14.32 23.26

Percent earning $9,001 ormore ................ 12.67 16.17 7.68 13.93

Number of respondents ....................... 203 46 57 100

'F =15.4,P <.001
2F = 25.32, P < .001
3F = 34.1,P < .001
4F =38.46,P < .001

than 90 percent were male, and this group had the
lowest educational level of the three groups.
Besides these differences, four additional obser-
vations are particularly worth pointing out. First,
respondents in our sample had worked an average
of 13.2 years as farm workers, and also had worked
for more than 4 years for the same employer. This
persistent work history suggests that migrant farm
workers, particularly long-term migrants who on
the average had worked 7.24 years for the same
employer, are loyal workers in agriculture and
should be considered an integral part of the com-
munity rather than be treated as drifters. Second,
more than 48 percent of the immigrants were mar-
ried (the highest proportion among the three
groups); a large proportion of them had left their
families at home and worked alone in New York.
Third, since more than 95 percent of the sample
were blacks, no significant difference in racial com-
position was found. Fourth, no significant differ-
ences in average weekly wages and annual house-
hold income were found among the three groups
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SF=202P<.14
8x*=10.14,P < .01
7xt = 23.54, P < .001
8xt=7.062 P < .32

(both F and x? are not significant). All groups
earned the same level of average weekly wages in
1982 (around $212) and had similar annual house-
hold incomes in 1981. (Mean annual household in-
come for the sample was $5,327, and more than 60
percent of all migrant households earned less than
$6,000.) Although these migrant groups have similar
economic status and racial composition, they are
quite distinct in other social and demographic
characteristics. Therefore, migrant status (the
classification of three migrant groups) will be a key
variable in this study of the medical utilization pat-
terns of migrant farm workers.

Diagnostic and Preventive Medical Care

The migrant farm workers were asked to give
information about their use of professional health
care services and facilities, including visits to den-
tists and physicians and overnight stays in hospi-
tals. In this section, visits to physicians will be
analyzed in a multivariate model. The dependent



variable is number of visits to a physician’s office or
clinic during the past 12 months. The physician
visits reported here included not only physical ex-
amination or immunization but also some visits for
illness in which patients were given injections,
X-rays or medical tests. This question was designed
to reflect the extent of diagnostic and preventive
medical care.

In the health literature, the independent variables
used to predict utilization of health services have
been broadly categorized into three dimensions:
need for care, predisposition to use health services,
and enabling factors (33,42—45). The first dimen-
sion, need for care, represents the most important
concern affecting a person’s likelihood of seeking
medical care. It is usually measured by individually
perceived symptoms of an illness, the person’s re-
sponse, and evaluation of the illness’s disabling ef-
fects, or by medical assessment of health status and
physician-rated urgency of the condition. In this
study, the respondent’s self-assessed health status 2
years ago is used to measure this dimension. It was
hypothesized that the lower the health status 2
years ago, the more likely the migrant would be to
visit a doctor for diagnostic and preventive care.

The predisposition to use health services, the
second dimension, may be influenced by sociologi-
cal and demographic variables such as age, sex,
race-ethnicity, education, religion, and family size
and composition. It may also be affected by psycho-
logical variables, including attitudes and beliefs re-
lated to health care and skepticism about the value
of health services or the medical profession. In this
study, since more than 95 percent of respondents
are blacks, race is not included as an independent
variable. Age, sex, marital status, and educational
level are the typical predisposing variables and are
treated as independent variables in our model. One
unique variable, migrant status, represents mem-
bership in one of the three distinct migrant groups.
Since, as indicated in the previous section, these
migrant groups are quite heterogeneous in sociolog-
ical and demographic characteristics, it is appropri-
ate to include migrant status in a multivariate analy-
sis. Responses to the several psychological ques-
tions on health attitudes and beliefs asked in the
survey were not used in the model because these
responses reflected current psychological condi-
tions. It is not logical to predict visits to physicians
over the past year on the basis of current attitudes,
because current attitudes may be affected by earlier
behavior.

The hypothesized relationships between these
predisposing variables and the dependent variable

‘It is interesting to note that
one-quarter of all migrant farm
workers expressed fear of the medical
profession or disbelief in it as a reason
for not seeking medical services.’

are presented in table 2. Since migrant status has
never been used in previous studies, some addi-
tional discussion on this variable is needed. Of the
three migrant groups, long-term migrants were cho-
sen as a reference group for comparison; this group
was the omitted category in the regression analysis.
Since immigrants had the lowest educational level
and were predominantly male (table 1), their level
of visits to physicians was hypothesized to be lower
than that of long-term migrants. Recent migrants
had a higher level of education than long-term mi-
grants (table 1); they might therefore be expected to
have a higher level of visits to physicians. However,
recent migrants were also significantly younger (ta-
ble 1) than long-term migrants, so their need for
diagnostic and preventive care might be less. As a
result of these two opposing forces, it was hypothe-
sized that the level of visits for recent migrants
would not be significantly different from that of
long-term migrants.

The third dimension, enabling factors, reflects the
conditions that may either facilitate or impede a
person’s decision to seek health care. These factors
include family or individual resources (income and
health insurance coverage), accessibility of health
services (knowledge about health services, time and
distance to health facilities), and characteristics of
the health care system (methods of financing and
organizational types of health providers). In this
analysis, household income, presence of Medicaid
or other insurance, and knowledge about the health
center in Wayne County are the selected enabling
factors. All these variables were hypothesized to
have a positive relationship with visits to physi-
cians.

Detailed measures of all dependent and indepen-
dent variables used in the model are presented in
table 2. The method of analysis used in this study is
the ordinary least squares (OLS) multiple regres-
sion. The relative importance of significant inde-
pendent variables is determined in terms of stan-
dardized partial regression coefficients (beta
weights).
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Table 2. Measurements and hypothesized relationships between dependent and independent variables used in the regression
analysis of physician visits

Hypothesized
Description of variables Measurement relationship
Dependent variable
Physician visits .......... ... i i i Number of visits for injections, X-rays,
tests, or examinations during past 12
months
Independent variables
Predisposition to use health services:
A e Range from 18 to 64 years Positive
X . ottt e 1 = male; 0 = female Negative
Marital status (one subcategory must be omitted in the equation):
SINgle .o 1=yes;0=no Negative
Married . ... 1=yes;0=no Positive
Other ... 1=yes;0=no M
Education ........... i Highest grade completed in school Positive
Migrant status (one subcategory must be omitted in the equation):
Immigrants ........... . 1=yes;0=no Negative
Recent migrants ............. e 1=yes;0=no Negative
or positive
Long-term migrants ........... ... ... il 1=yes;0=no M
Enabling factors:
Household income ........... ... . . i 1981 nominal income in the following Positive
categories: 1 = $0-3,000;
2 = $3,001-6,000; 3 = $6,001-9,000;
4 = $9,001-12,000; 5 = $12,001-15,000;
6 = $15,001-20,000; 7 = $20,001-25,000;
8 = $25,001-30,000; 9 = $30,001 or
more
Medicaid ........... e 1=yes;0=no Positive
Other iNnSUranNCe ...ttt e it iiiaeaas 1=yes;0=no Positive
Knowledge about the health center in the community .......... 1=yes;0=no Positive
Need for care:
Self-assessed health status 2 yearsago ........................ 1 = worse than today; 2 = same as or Positive

better than today

' The missing subcategory in the equation will be used as a framework of reference for comparison with other subcategories.

Table 3. Visits to a physician’s office or clinic for injections,
X-rays, tests, or examinations during the past 12 months, by
migrant status (column percentage)

Recent Long-term

Total Immigrants migrants migrants

Number of visits' (N =210) (N =49) (N =58) (N =103)
None .......... 35.15 50.74 27.90 31.79
Once .......... 29.40 33.99 35.26 23.87
Twice .......... 12.95 0.92 17.31 16.25
Three times .... 11.82 12.75 6.04 14.65
Four or more . .. 10.68 1.61 13.48 13.45

1 =21.24, P < 01

Table 3 reports the frequency distribution of the
dependent variable, physician visits, by migrant
status. Among the three migrant groups, long-term
migrants tended to use medical services most fre-
quently (more than 44 percent had visited physi-
cians or clinics two or more times during the past
year). Among nonusers, recent migrants had the
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lowest proportion (28 percent) while immigrants
had the highest (51 percent).

Table 4 shows the results of the multiple regres-
sion analysis on diagnostic and preventive medical
care for migrant farm workers. Of the 10 indepen-
dent variables, 3 were significantly related to varia-
tion in number of visits to physicians.

First, female migrants visit physicians more fre-
quently than their male counterparts. The same sex
differential in medical utilization patterns has been
consistently found in previous studies (42,46). Sec-
ond, immigrants visited physicians significantly less
than long-term migrants (the omitted dummy cate-
gory in the equation). This finding may indicate the
general ignorance of the preventive health concept
among immigrants; they usually called upon the
medical profession only when their symptoms of
illness reached crisis proportions. It may also reflect
the fact that many immigrants lack knowledge of the
local health service facility (table 5). Furthermore,
some Caribbean immigrants may prefer folk medi-



Table 4. A regression analysis of diagnostic and preventive medical care for migrant farm workers

Partial

regression Standard Beta
Independent variables coefficient error t test weight
Predisposition to use health services
AQe .o .0047 .0142 334
SEX i e —-.6750 3271 1-2.064 .156
Marital status:
Single..........ooiiiiii —.4689 .3662 —1.280
Married .............. ... L. —.2948 .3609 -.817
Oother ........oviiiiiiiiiinn... ... o e
Education ............................ -.0104 .0584 -.178
Migrant status:
Immigrant ............ .. ... -1.0210 .3983 22563 216
Recent migrant ..................... -.0783 .3596 -.218
Long-termmigrant .................. e .. e
Enabling factors
Householdincome .................... .1804 A7 1.541 :
Medicaid ......................iaL. 1.1174 .4577 22.442 .183
Otherinsurance ...................... .2701 .3133 .862
Knowledge about health center ........ -.2357 .3455 —.682
Need for care
Health status 2 yearsago .............. 1371 .3936 .348
Constantterm ........................ 2.1485 1.0677 12.012
Mean (dependent variable) ............ 1.639
Number .......... .. .. .. ... .l 186
R2(adjusted) ......................... .0708
Fvalue .............ciiiiiiiiinnnn. 22,175
1 Statistically significant at 5 percent level. 2 Statistically significant at 1 percent level.

cine to modern medical treatments because of their
unique cultural and religious traditions «7,48). As
hypothesized, no significant difference was found
between recent migrants and long-term migrants in
seeking diagnostic and preventive medical care.
Third, having Medicaid insurance increased the
likelihood of migrant farm workers’ visiting physi-
cians for diagnostic and preventive health care, be-
cause Medicaid usually provides full payment of
medical expenses. This finding is consistent with
the findings of previous studies, in which Medicaid
coverage was associated with increased use of
health services in the general population ¢9). Of
these three significant variables, the most important
one related to visits to physicians is migrant status
(it has the highest beta weight, 0.216), followed by
Medicaid insurance (0.183) and sex (0.156).

Delay in Medical Care or Treatments

An important aspect of medical care is prompt
attention to existing health problems. Respondents
were asked about types of health problems for
which medical treatment had been postponed and
reasons for the delay in seeking medical help (both
questions were open-ended). Table 6 indicates that

more than 40 percent of all migrant farm workers in
the sample put off receiving some kind of medical
care or treatment for an existing health problem.
Among those who delayed medical care or treat-
ment, 53 percent of recent migrants and more than
60 percent of long-term migrants reported delay in
having dental work done, while 35 percent of immi-
grants postponed medical care for a variety of
health problems, such as anemia, arthritis, blood in
stools, high blood pressure, broken bones,
cataracts, colds, headaches, nervousness, hernia,
stomach ulcers, muscle contractions, and so on.
(All these problems were grouped together as ““ oth-
ers’’ for the analysis.) Twenty-three percent of im-
migrants and 21 percent of recent migrants reported
that they put off treatments for a combination of
medical problems, the most common of which were
‘“‘eyes and dental work,”’ ‘‘chest pains, colds and
headaches.”” A relatively high proportion of immi-
grants (19 percent) indicated delaying regular phys-
ical checkups.

Among reasons for delaying medical treatments,
lack of time was the most important for immigrants
(57 percent). More than 77 percent of recent mi-
grants and 50 percent of long-term migrants cited
both time and economic costs as reasons. It is in-
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Table 5. Knowledge and utilization of community health center in Wayne County by migrant status (column percentage)

Recent Long-term

Questions Total Immigrants migrants migrants
Do you know whether there is a migrant health center in this

community?! (number responding) ... 212 49 59 104

| - N 76.34 54.96 70.86 89.59

NO ottt e 23.66 45.04 29.14 10.41
Have you or any of your household members ever used the medical

services in the center during the past 12 months?2 (number

responding) .. ..o e e 171 31 44 96

D (-1 53.35 36.19 49.01 60.76

NO ot e 46.65 63.18 50.99 39.24
If yes, how would you rate your experience with the center??® (number

TE@SPONAING) ..ottt ettt e e e 91 . 10 22 59

Very bad oF POOr ...t e e 7.75 7.25 6.49 8.30

- L 20.75 1.7 6.34 27.62

Good orexcellent ...... ... ... . . e 71.50 81.04 87.17 64.08

1 x=2361,P <.001.2x*=6.06,P < .05 3x*=528P<.25.

teresting to note that one-quarter of all migrant farm
workers expressed fear of the medical profession or
disbelief in it as a reason for not seeking medical
services.

Statements made by some of the respondents are
quite illuminating: ‘‘I am afraid of dentists,”” ‘‘Don’t
believe in doctors,”” ‘‘Don’t like needles,” ‘‘Don’t
like being cut into.”” These negative attitudes to-
ward physicians and medical treatments were par-
ticularly strong among long-term migrants because
they were older and less educated. Lack of accessi-
bility, such as ‘‘no transportation,” ‘‘poor com-
munication with nurses,” and ‘‘difficult to get an
appointment,” was also considered by many mi-
grants (particularly immigrants and long-term mi-
grants) as a barrier that prevented them from utiliz-
ing medical services.

Health Care in Wayne County

A special migrant health center was established in
the town of Sodus some years ago, the only health
center funded by the Federal migrant health pro-
gram in Wayne County. Its services were originally
directed toward migrant farm workers and their
families. Later, the U.S. Department of Health and
Human Services decided to integrate its migrant
health program with its community health program
(50). At the time of this study, the Sodus health
center had been changed into a full-scale commu-
nity health center and its services extended to the
general population. Since the center continued to
receive both migrant and community health funds,
migrant farm workers who sought medical care in
the center needed to pay only a reduced rate ($3 per
visit).
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In our study, respondents were first asked
whether they knew that a community health center
existed in Wayne County. For those who did know,
a second question was asked: ‘‘Have you or any of
your household members ever used the medical
services in the center during the past 12 months?’’ If
the answer was positive, the respondent was asked
to rate his or his family’s experience with the
center. The results of these questions are presented
in table 5.

The data show that long-term migrants, as might
be expected, were more knowledgeable about the
center’s existence than the other two groups, while
immigrants were the least informed group. Of those
who had knowledge about the community health
center, more than 60 percent of long-term migrants
or their family members had used the medical ser-
vices of the center during the last year, but only
one-third of immigrants had done so. Although the
three migrant groups had different levels of knowl-
edge and utilization of health care in Sodus Com-
munity Health Center, most migrants who had used
the center’s medical services rated their experience
favorably, and no significant differences were found
among the migrant groups in their assessment of
medical services received from the center (table 5).

Discussion

A representative sample of 218 migrant farm
workers was randomly drawn in Wayne County,
New York during the summer of 1982. Number of
visits to physicians for diagnostic and preventive
medical care was analyzed in a multivariate model.
The results indicate that migrant status is the most
important variable to explain variations in visits to



Table 6. Delay of medical care or treatments by migrant status (column percentage)

Recent Long-term
Questions Total Immigrants migrants migrants
Is there some kind of care or treatment that you have put off, even
though you may still need it?' (number responding) ............. 217 51 60 106
| =T 41.37 35.39 50.92 38.90
N e e 58.63 64.61 49.08 61.10
What is this care or treatment for?2 (number responding) .......... 86 16 30 40
Dental WOrk .. ...ttt s 49.59 17.24 52.75 60.10
Eye problems ........ ... 11.12 5.68 4.87 17.51
CheCKUP ..o 6.70 19.00 2.60 4.67
Multiple medical problems ........ ... ... it 12.97 22.92 20.67 3.83
Ot .t e 19.62 35.16 19.11 13.88
Why have you put it off 22 (number responding) ................... 85 , 15 30 40
NO time .o 32.83 57.09 40.31 17.90
Costtoo much ... ... i 31.72 17.92 37.37 32.81
Fear or disbelief in medical profession .......................... 24.95 12.83 19.10 33.99
Lack of access to medical profession ........................... 10.49 12.15 3.19 15.30

Tx*=23.26,P <.10.2 x*= 19.82,P < .05.3 y* = 12.28, P < .05.

physicians among migrant farm workers. Spe-
cifically, immigrants had a significantly lower level of
visits than long-term migrants, while recent and
long-term migrants had similar utilization patterns
(table 4).

Although the general health literature suggests
that marital status, education, and income may be
the best predictors of utilization, these variables did
not have any significant effect on migrants’ level of
visits to physicians in our model. This unexpected
finding may result from two factors. First, most of
the respondents in our sample had a similar level of
income (table 1) and were very homogeneous in
economic background. Second, since migrant status
reflects significant differences in age, marital status,
and education (table 1), the strong effect of migrant
status on physician visits may have reduced the
explanatory power of these traditional predisposing
variables. In order to test this hypothesis, four in-
teraction terms (immigrant X age, immigrant X
education, recent migrant X age and recent migrant
X education) were added to the multiple regression
model in a separate computer run. No statistical
significance was found between these interaction
terms and the dependent variable. Therefore, they
were not included in the final model.

The model also indicated that Medicaid insurance
had a significant positive effect on number of visits
to physicians. It is reasonable to expect that an
increase in visits to physicians may increase the
probability of solving many untreated medical prob-
lems. Given the linkage between having Medicaid
insurance, frequency of visiting physicians, and re-
duction of medical problems, however, the medical
utilization patterns of migrant farm workers cannot

be expected to improve spontaneously, since less
than 12 percent of migrants in our sample were
covered by Medicaid insurance. Comprehensive
health insurance coverage for all migrant farm
workers, either under Medicaid or other well-
designed programs, would be an important factor in
making medical services available to them.

Another significant finding from the regression
model is that visits of migrant farm workers to
physicians vary with sex: female migrants tended to
visit doctors more often than their male counter-
parts.

Based on the different patterns of visits to physi-
cians found between men and women and between
immigrants and native-born migrants, we may con-
clude that diagnostic and preventive medical care is
particularly needed for male migrant farm workers
in general and immigrants in particular. Data in
table 6 also indicated that dental care has been
generally neglected by a large proportion of native-
born migrants. Finally, the results in table 5 showed
that immigrants were least informed about the
community health center and were less likely than
other migrant groups to use its services. These
findings provide public health professionals with an
empirical basis to identify the target population for
specific health service programs.

Although the multivariate model in general is sig-
nificant in explaining variations in visits to physi-
cians among migrant farm workers (F = 2.175), the
explained variance of the dependent variable is rela-
tively low (adjusted R2 = .0708). The low R? may be
attributed to the generally low level of physician
visits by migrant farm workers, which would allow
little variation for explanation in the first place. The
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highly homogeneous racial and economic back-
ground among our respondents may also have re-
duced the explanatory power of many of the inde-
pendent variables.

Future migrant health studies should be extended
to include other counties (such as Orange County,
NY) in which Hispanic migrants are centered, so
that racial and ethnic makeup may be used as a key
independent variable in explaining medical utiliza-
tion patterns. Further, information on medical utili-
zation should be collected in a longitudinal study.
Measures of need for health care and responses to
psychological questions on health attitudes and be-
liefs should be obtained prior to collecting data on
visits to physicians so that such antecedent vari-
ables can be incorporated in the multivariate causal
model.

The data in table 6 showed that a substantial
proportion of migrant farm workers cited fear of
medical practices and disbelief in the medical pro-
fession as reasons for delaying some medical treat-
ments. To change these negative attitudes and per-
ceptions, accurate materials on health care and prop-
er health education programs are urgently needed
(51,52). In several ways, the Cooperative Exten-
sion services of land grant universities seem to be
most appropriate for this task. Historically, they are
devoted to public education, and they already enjoy
a positive relationship with people and organiza-
tions in local areas. They are able to work with all
socioeconomic groups and to reach out to migrant
farm workers. Cooperative extension has consider-
able expertise in delivering information and in using
multiple teaching techniques (53,54). Migrant
health education might be linked with existing ex-
tension programs, for example, to develop a mi-
grant health education program that involves 4-H
youth through extension.

Many respondents reported lack of time and lack
of access as reasons for not seeking health care
(table 6). Since migrant farm workers usually have a
busy working schedule in the harvest season, spe-
cial health services should be provided for them
after working hours or during weekends. Appropri-
ate actions to increase accessibility to the medical
profession and health care facilities would include
providing special transportation for migrant farm
workers who live a long distance from the health
center, speeding up medical appointments, shorten-
ing waiting time, and promoting communication be-
tween the medical profession and migrant workers.

Health care is a continuous process, but the sea-
sonal mobility of migrant farm workers disrupts that
continuity. Medicaid insurance may have the poten-
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tial to provide continuous health care for migratory
farm workers, but only a small proportion of them
(less than 12 percent in our sample) had actually
benefited from the program.

Recent Federal health policy has emphasized the
integration of migrant health programs with com-
munity health programs. However, jointly funded
community health centers throughout the entire
country are quite scarce (only 78 such centers were
operating in 1979). Also, even though there was a
jointly funded health center in our study area and 76
percent of migrant farm workers knew of its exis-
tence, only 53 percent of the total sample had used
the center’s services in 1981 (table 5). Moreover, at
jointly funded centers, limited attention is being
given to matching the level of funding and the level
of services for migrants. For example, a recent gov-
ernment study reports that a Florida center had 62
percent of its funding from the Federal migrant
health program but that migrants made up only 43
percent of its patient load in 1979 (50).

In order to provide comprehensive and continu-
ous health care for migrant farm workers, a health
voucher system should be considered as an addi-
tional method of health delivery. Health vouchers
can be offered directly to eligible migrant farm
workers, who may use the vouchers to purchase
health services not only from migrant health centers
and community health centers but also from other
health providers in the market. The health providers
would be reimbursed by the Federal migrant health
fund. Further, migrant farm workers would be able
to use health vouchers whenever and wherever they
needed medical care. This system, in principle,
would provide migrants with greater freedom to
seek continuous health care. Further analysis of this
strategy is definitely needed.

In sum, the results of the present study show
conclusively that the provision of comprehensive
health programs, removal of structural barriers in
the health delivery system, and a program of mi-
grant health education are the steps needed to alter
the medical utilization behavior of migrant farm
workers.
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SYNOPSIS ....vviiiiiiiiii e iiiias

The effectiveness of public health nursing in
promoting maternal and child health through home
visits is summarized from empirical studies pub-
lished between 1960 and 1984. Eight reports iden-
tified through a comprehensive reference search
were first classified according to the components
of nursing service studied (assessment, teaching,

counseling or support, referral, and clinical ser-
vices). The results of each study were then analyzed
for study population characteristics, the research
design and statistical methods employed, the relia-
bility of the measures used, significant treatment
effects, sample size, and statistical power.

The research is evenly divided among studies
employing an experimental design, a quasi-ex-
perimental design, and samples of low-income
and middle-income mothers. The reliability of the
measures was, with one exception, not reported. All
but one study had final sample sizes for treatment
and control or comparison groups of fewer than 100
subjects. Four of the studies thus had sample sizes
sufficiently large to detect a medium treatment ef-
fect; power calculations showed that none could
measure a small treatment impact.

Within the methodological limitations of these
studies, our review found that under certain cir-
cumstances public health nurses can effectively im-
part health knowledge to high-risk mothers and can
effect positive change in maternal attitudes and
parenting practices that in turn can be associated
with positive changes in infant health and develop-
ment.

Cumulative knowledge from this body of research
suggests that a priority for future evaluations of
public health nursing is development of theoretical
Jrameworks that maximize the fit between the needs
of the population served and the services provided
and between the outcomes measured and the nurs-
ing services being assessed.

HISTORICALLY, PUBLIC HEALTH NURSES have
been viewed as advocates of the poor, the disad-
vantaged, minorities, and any population groups
in need of community-based, prevention-oriented
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health care services. As early as 1859, with the
founding of the first district nursing association,
nurses were viewed not as mere attendants of the
sick, but as social reformers (/). Public health



